Public health research is overtly orientated towards influencing policy and yet, despite official commitments to 'evidence-based policy', most analyses conclude the impact of public health research has been limited. Based on an analysis of post-1997 UK policy statements and interviews with 112 key actors, this article argues that the failure of 'evidence-based' policy to emerge relates to the fact it is ideas, not evidence, which travel between research and policy, and that these malleable entities are translated as they move between actors. By unpacking six factors that appear to have shaped the 'interplay of ideas' about health inequalities, the article draws attention to the ways in which policy influences research (as well as the other way round). The conclusion argues two distinct 'idea types' are evident within the data, each of which helps explain the difficulties in achieving 'evidence-based' policy responses to health inequalities: 'institutionalised ideas' and 'chameleonic ideas'.
Introduction
Improving health outcomes and/or reducing health inequalities are the ultimate goals of most public health research but policymakers and practitioners are often the intermediate beneficiaries, or 'target audience' (Lavis, et al., 2004; Macintyre, et al., 2001 ). In some countries, such as Australia, Canada and the UK, this focus has been encouraged by official commitments to evidence-based policymaking (e.g. Rudd, 2008; Blunkett, 2000; Cabinet Office, 2000; Noseworthy and Watanabe, 1999) . More recently, demonstrably achieving 'impact' on policy and practice has become an explicit performance measure for academic health researchers in the UK and Canada (Canadian Academy of Health Sciences, 2009; UK Higher Education Funding Bodies, 2011) . Against this backdrop, it is perhaps unsurprising that a wealth of studies and commentaries consider the use of public health evidence in policy and practice (e.g. Lavis, et al., 2004; Macintyre, et al., 2001; Katikireddi, et al., 2011; Nutbeam and Boxall, 2008; Hunter, 2009; Petticrew, et al., 2004; Smith, 2007 ). Yet, despite official commitments to, and widespread disciplinary support for, 'evidence-based' public health policy, most studies continue to conclude that public health policies are not evidence-based (e.g. Macintyre, et al., 2001; Katikireddi, et al., 2011; Hunter, 2009; Smith, 2007; Bartley, 1994) .
As Wehrens and colleagues note, this disjuncture is often conceptualised as a 'knowledge to action gap' and this, in turn, has stimulated efforts to build 'bridges' to overcome such 'gaps' (Wehrens, et al., 2011) . From this perspective, the relationship between science and policy is conceived in a linear, uni-directional manner, with 'science' providing solutions for identifiable 'policy problems'. This way of thinking pays little, if any, attention to the processes involved in undertaking research or constructing research outputs, tending to assume that 'evidence' is value-free, concrete and fixed (see Wehrens, et al., 2011) . Such a view contrasts sharply with sociological studies of science, which emphasise the role that values, perceptions and (micro)politics all play in the construction of scientific evidence (e.g. Bartley, 1992; Knorr-Cetina, 1981; Latour and Woolgar, 1986) . Moreover, a focus on 'knowledge to action gaps' does little to help illuminate some of the complexities involved in policymaking, or the diversity of relevant actors (Smith and Joyce, 2012) . In contrast, popular theories of policy change consistently emphasise the complexity of policymaking and the important of networks, values, interests and politics (see Smith and Katikireddi, 2013) . Indeed, from the perspective of much of the policy sciences literature concerning policy change, the question becomes not, 'why is public health policy not evidence-based?' but 'why would we ever assume it could (or should) be? ' Haas' (1992) notion of 'epistemic communities' is unusual in paying attention to the potential policy contribution of both 'knowledge based experts', such as academics, and values and beliefs. Yet, although 'knowledge-based experts' are depicted as helping to shape the way policymakers think about particular issues, it is actors' beliefs (particularly their causal beliefs) and values that are positioned as the fundamental basis around which 'epistemic communities' form. Further, because the success of 'epistemic communities' is framed as being dependent on a high degree of consensus amongst members (Haas 1992) , it seems unlikely that evidence would be employed by an 'epistemic community' where it challenged the community's norms.
This inevitably limits the potential role of evidence in this framework, suggesting that it is most likely to be employed by actors where it supports their existing beliefs.
Others have argued that focusing on ideas offers a useful means of capturing the multiple dimensions of relationships between science and policy (e.g. Béland and Cox, 2011; Fafard, 2012; Weiss, 1982) . Employing 'ideas', rather than 'evidence', as the primary unit of analysis is in some ways a simple distinction but it can be important in drawing attention to the potential malleability of evidence-informed messages as they move between actors and across contexts (e.g. Smith, 2007; Weiss, 1982; Stevens, 2007) . This, in turn, highlights the importance of analysing how ideas are constructed and promoted and how politics, values and ethics can interact to shape the way in which ideas are subsequently translated and transformed (Sanderson 2006; Smith and Joyce 2012) . However, the utility of focusing on ideas is dismissed by Haas (1992) on the basis that there has been insufficient work to assess how ideas are disseminated, how they evolve or why some ideas prevail over others (Haas, 1992) .
Meanwhile, Blyth (1997) cautions that existing definitions of 'ideas' are often so vague that they can be employed as 'catch-all concepts' that do little to advance current theoretical understandings.
Yet, three distinct 'levels' of idea are identifiable within many existing analyses focusing on the role of ideas within policy. First, ideas are often depicted as ideologies or overarching paradigms involving 'organized principles and causal beliefs' (Béland, 2005) . At this level, ideas represent organising frameworks for understanding the world, or 'road maps' in Béland's (2005) terms, which provide policymakers 'with a relatively coherent set of assumptions about the functioning of economic, political and social institutions' (Béland, 2005: p.8 ). This way of thinking about ideas, which helps highlight the importance of values and causal beliefs, is similar to Hall's (1990; 1993) concept of 'policy paradigms ' and Jobert and Muller's (1987) notion of 'the référential'. Second, literature focusing on agenda-setting (e.g. Cobb and Elder, 1972; Edelman, 1988; Schattenschneider, 1960) highlights how ideas can operate as 'policy frames'. From this perspective, ideas are positioned as tools that can be constructed and deployed by interested policy actors as 'weapons of advocacy' (Weiss, 1989: p.117 ), serving to define how policy problems are understood and who is involved (or not) in the policy process. Finally, ideas are often defined as simple policy proposals for responding to identifiable policy problems (see Béland, 2005; and Kingdon, 1995; 1984) .
A similar kind of three-level division is evident in Sabatier and Jenkins- Smith's (1999) advocacy-coalition framework ('deep core', 'policy core' and 'secondary' beliefs). Yet, whilst distinguishing between different 'levels' of ideas may be heuristically useful, as Béland (2005: p. 2) notes, particular policy solutions are often embedded within policy paradigms and framed by policy actors in ways which aim to 'increase their popular support, before and even after their enactment.' This means that it is not always easy to disentangle the separate 'levels' of complex ideas when examining the relationship between research and policy.
Taking the relationship between health inequalities research and policy in the UK as a case study, this article argues that it may be more helpful to identify ideational characteristics that affect the ability of research-informed ideas to travel into, and survive within, policy. Employing the accounts of actors involved in health inequalities research and policy, the article first sets out the case for focusing on research-informed ideas, rather than evidence. In this sense, the article defines 'ideas' as 'policy solutions' for addressing health inequalities (although it quickly becomes clear that these 'policy solutions' are intertwined with higher-level ideas). It then identifies six factors that the data suggest have shaped the construction and translation of research-informed ideas about health inequalities within the UK. In so doing, the article highlights how institutions function to shape ideas, whilst simultaneously being themselves organised around overarching ideas, situating the article within the analytical approach Schmidt (2010) calls 'discursive institutionalism'. The article concludes by arguing two distinct idea-types have functioned to limit the ability of health inequalities research to influence policy: (i) institutionalised ideas; and (ii) chameleonic ideas.
Methods
The paper draws on data from a larger research project exploring how research on health inequalities informed British policies between 1997 and 2012 (Smith, 2013) . Although political devolution in 1999 meant that different parts of Britain had opportunities to take contrasting approaches to both health inequalities and knowledge exchange, the research found very little evidence of significant differences across Britain. The focus of this paper is therefore on how the institutional arrangements across Britain shaped the influence of health inequalities research on policy (the limited differences are explored elsewhere -Smith et al, 2009; Smith and Hellowell, 2012) . It is based on an analysis of interviews with 112 individuals involved in the interplay between health inequalities research and policy in Britain between 1997 and 2012 (see Table 1 ). This analysis was informed by a thematic review of health inequalities research and an analysis of 59 relevant policy documents (Smith, 2013) . Table 1 ). The majority of interviews took place in a private room where, for the duration of the interview, only the interviewee and the researcher were present (two interviews were joint interviews with two interviewees and four were conducted by telephone, all at the request of interviewees). A themed interview schedule was employed which focused questions around health inequalities research, policy and knowledge exchange. The interviews varied in length, lasting between 45-150 minutes (most were around 60-80 minutes). The research was conducted in line with University of Edinburgh's ethical guidelines. All interviews
were digitally recorded and transcribed verbatim, before being thematically coded in the qualitative data analysis programme, Atlas.ti, using a coding framework that was developed iteratively, via analysis and re-analysis of the transcripts. This iterative process helped identify both the importance of ideas (over evidence) and six key features of research and policy work that help explain why it can be so difficult to achieve research-informed policy decisions. Indeed, the findings support Rein's (1980) claim that the relationship between research and policy might be best understood as an 'interplay of ideas'.
Findings
Perhaps the most startling finding was that, despite all the official commitments to evidence-based policy, not a single interviewee said they believed that polices to reduce health inequalities had been based on research evidence. This challenges some recent assessments of English policy responses to health inequalities (e.g. Mackenbach, 2010; 2011) but is less surprising in the context of previous studies examining the use of public health research in policy (as outlined above). It would not, however, be accurate to suggest that policy debates and outputs concerning health inequalities were therefore uninformed by the available evidence. Rather, it was clear that most popular research-informed ideas about health inequalities, involving social determinants such as income, housing, employment and education, could be identified in policy settings (both in interviews with policymakers and in policy documents).
However, virtually all of these ideas had only managed to influence policy in partial and limited ways. Indeed, the findings mirror Popay's assessment that there has been a 'seemingly irresistible 'lifestyle drift' that focuses researchers, policy makers and practitioners alike on individual behaviours' (Popay, 2012: 59) , despite the fact that major (government-commissioned) reviews of the available evidence have consistently highlighted the importance of 'upstream' social determinants (Marmot, 2010; Acheson, 1998; Black, et al., 1980 (Smith, 2007; 2013) . Rather, this article aims to unpack the six key factors that the data suggest were most crucial in understanding these two puzzles. These six factors are organised into sub-sections which trace interviewees' accounts of the construction and translation of research-informed ideas about health inequalities. The first sub-section focuses on researchers' accounts of choosing to focus on particular issues within health inequalities research and the second considers how divisions within the health inequalities research community can limit the clarity of messages directed at policy communities. The third sub-section explores how the organisation of health inequalities within policy contexts works to shape the influence and construction of research-informed ideas about health inequalities. The fourth examines the micro(career) politics of providing policy advice and the fifth sheds light on interviewees' perceptions of the broader social and political context in which they are all working. Finally, the sixth sub-section demonstrates how limited institutional memory can function to create the appearance that research is informing policy more than it actually is.
(i) 'Cycles of credit' and funding opportunities
In health-related research it has long been acknowledged that sources of funding (particularly involving commercial interests) can influence research outputs (Bekelman, 2003; DeAngelis and Fontanarosa, 2008) . Indeed, the growing awareness of the potential for funding sources to influence research outputs has stimulated a wealth of ethical guidance on declarations of funding and potential conflicts of interest (see Bates, et al., 2004) . The findings from this research suggest that the ways in which research funding opportunities, and perceptions of those opportunities, have shaped public health research and its relationship with policy in the UK are complex, not least because policymaking bodies commonly represent both a potential source of research funding and a potential audience for research outputs. Indeed, as the following interviewee pointed out, funding opportunities can serve as a mechanism for drawing researchers' attention towards particular policy concerns: In other words, funding opportunities can operate as a means of encouraging the production of policy-informed public health research, something which public health researchers have themselves called for (e.g. Hunter, 2009) . Such preferences are also evident in studies of policymakers (e.g. Petticrew et al, 2004) so it is perhaps unsurprising that several policy-based interviewees described actively working to achieve this kind of policy influence on public health research: The above quotations draw attention to policymakers' desire for research evidence which not only provides clear policy 'solutions' but which also reflects the boundaries within which they are already working. In other words, they highlight the way in which the ideas currently shaping policy can be encouraged to inform research (as well as the other way round). The second quotation goes even further than this, suggesting that researchers ought to be able to provide funders with assurances about what they are 'buying' with research funding in advance of the research being conducted. This challenges traditional notions of the exploratory, experimental nature of scientific research and, whilst many academic interviewees expressed some sympathy for policymakers' desire for such assurances, the following interviewee was one of several who suggested that it could lead to researchers feeling they were being 'steered' towards producing particular 'policy messages': This does not mean it is not possible for researchers who are awarded policy funding to (on the basis of their findings) present conclusions other than those they initially suggested they would. Indeed, several interviewees reported that they had done precisely this. However, the data also suggest that many health inequalities researchers were wary about presenting unfavourable messages to policy audiences for fear of losing credibility. Maintaining credibility with policy audiences seemed to matter a great deal to health inequalities researchers, partly because they were keen to influence such audiences but mainly because they were perceived to represent future sources of research funding. This was in a context in which researchers consistently described feeling under increasing pressure to secure research funding (see Smith, 2010 ).
All this reflects Bartley's (1992) conclusion that micro-political, career interests are crucial to understanding the interplay between public health research and policy. Indeed, the strong emphasis placed on research funding within the interview data suggests, as Bartley (1992) found, that Latour and Woolgar's (1986) notion of 'cycles of credit' may be a useful way of conceptualising academic research activities.
In this 'cycle', Latour and Woolgar (1986) suggest it is the credibility of a scientist's ideas, and their ability to communicate these ideas (e.g. via publishing), which improves their credibility as a scientist. This, in turn, influences their ability to secure future funding (or posts) in order to keep moving round the cycle. Latour and Woolgar (1986) , however, focus only on how the scientists they were studying sought to develop and maintain credibility amongst their academic peers (the largest circle in Figure 1 ).
In the context of peer-review (of publications and job and grant applications), maintaining credibility amongst academic peers seems intuitively important for academics and some academics did discuss this. Yet, in contrast to Latour and Woolgar's (1986) study, the data suggest health inequalities researchers were working at least as hard to maintain 'credit' with research funders and policymakers.
Accordingly, the depiction of the 'cycle of credit' presented in Figure 1 has been adapted by adding three circles to the left of the main cycle of credit, highlighting the three groups with whom health inequalities research described trying to maintain credibility: other academics; policymakers and research funders. The overlapping nature of these three circles reflects the fact that all three groups were positioned as playing a role in decisions about resources (a point discussed in more detail below).
Indeed, most academic interviewees described a difficult process of trying to maintain credibility amongst their peers, policy audiences and research funders. These efforts were most overtly described in relation to writing research proposals for funding as all three groups were commonly referred to as playing an important role in the assessment of grant applications, with academics and, increasingly, policymakers (i.e. potential 'beneficiaries') serving as reviewers. As Knorr-Cetina observes, researchers tend to follow 'the lead of ideas which hold the greatest promise of success,' (Knorr-Cetina, 1981, p.60) rather than exposing themselves to unnecessary risks and uncertainties. Hence, academic interviewees often described the process of writing funding applications as being at least partially dependent on an applicants' ability to assess the evolving funding landscape and frame applications accordingly. In total, there are sixteen accounts within the data in which academic researchers describe having 'dressed' ideas in ways which they believed would increase the chances of a research proposal's success. In some cases, the data imply that the skill of 'dressing' applications was merely a matter of descriptions of policy and funding preferences were often conflated. In part, this is because direct policy funding of public health research (including health inequalities) was relatively generous across the UK during the research period. However, it is also important to note that several interviewees also suggested that the strategic priorities of UK Research Councils (which receive government funding) were informed by policy priorities. It is not the purpose of this article to explore the extent to which these perceptions were shared by staff at the Research Councils (although, in fact, the small number of interviews undertaken with staff at UK Research Councils did suggest they were increasingly trying to ensure their agendas were informed by policy needs). It is sufficient, for this article, to demonstrate that many health inequalities researchers seemed to believe that UK Research Councils were informed by government priorities because this belief in itself then functioned to shape the applications they submitted.
This is important because it helps explain the kinds of ideas that have been pursued by health inequalities researchers and why. Indeed, the data leave little doubt that, despite a belief amongst most interviewees that opportunities for funding health inequalities research had been plentiful during the study period, most interviewees had still not felt able to focus on the issues they believed were most important (at least not to the extent they desired In the above quotation, the interviewee suggests they have ended up undertaking research involving the evaluation of 'downstream' interventions because this fits with a medical framework of analysis, which the interviewee went on to say s/he felt funders preferred. In total, around half of the academic interviewees indicated that they believed the more useful research on health inequalities involved upstream, non-health determinants, but that funders had a preference for downstream research.
In addition, reflecting the circular nature of the 'cycle of credit', several researchers described feeling cautious about presenting policymakers with researchinformed ideas which would be perceived as overtly challenging to, or critical of, existing policy trajectories. For example, one interviewee reflected that whilst s/he felt entirely comfortable emphasising the critical aspects of research findings to academic audiences, s/he presented policy audiences with less challenging accounts of these ideas which s/he felt would did not 'rock the boat' as much. In other words, this section unpacks some of the mechanisms via which policy ideas shape research (as well as the other way round). For some interviewees, the notion that health inequalities research was being informed by policy needs was positive and likely to increase its impact. However, others described feeling frustrated that they ended up investing more time exploring 'downstream' aspects of health inequalities (such as evaluating interventions intended to change people's lifestylebehaviours) than they felt was justifiable on the basis of existing research evidence.
This helps explain both the 'seemingly irresistible' nature of the 'lifestyle drift' (Popay, 2012) describes and the potential role of health inequalities researchers in facilitating the evolution of challenging research-informed ideas about health inequalities into less challenging policy ideas.
(ii) 'Boundary work' within health inequalities research
One of the most notable differences between the literature focusing on knowledge translation and sociological studies of science is the extent to which the latter often draws attention to divisions within research communities. Exploring these divisions within health inequalities seemed crucial to understanding the difficulties of trying to achieve evidence-informed policy. The data suggest clear divisions formed around interviewees' perceptions of the following three characteristics: (i)
researchers' commitment to reducing health inequalities; (ii) researchers' ideological independence; and (iii) researchers' disciplinary training and/or methodological approach.
In relation to the first division, five interviewees suggested that researchers who had moved into the health inequalities field after the election of a Labour government in 1997 (i.e. once a government with a stated interest in health inequalities was in power) were somehow less credible. For example: The above quotations suggest 'credit' within health inequalities research was increased by having moved into the field before it became 'legitimate' and wellfunded. This was not so much because the researchers who moved into the field earlier were necessarily described as more 'original' (see Latour and Woolgar, 1986 on the potential importance of perceived originality). Rather, the rationale being articulated was that researchers who moved into the health inequalities sooner were both more committed to reducing health inequalities and more skilled as researchers.
The second quotation, which dismisses researchers for whom studying health inequalities is 'just a job', resembles Said's (1994) distinction between 'professional' academics, who treat intellectual work as a nine-to-five job, and 'amateur' academics, who are committed to asking challenging questions of those in power for ethical and political reasons.
The second division concerned perceptions of the extent to which academic independence was compromised by researchers' political and/or policy connections.
This division seemed particularly stark, despite the fact that nearly all academic interviewees identified themselves as left-of-centre. For the most part, interviewees who identified themselves (or who were perceived to be) Marxist (or at least fairly far to the left of the UK political spectrum) suggested academic independence was compromised by working closely with policymakers and they were often overtly critical of colleagues who they deemed to be 'too close' to policymakers. In contrast, interviewees who identified themselves (or were perceived to be) more centre-left often suggested academic independence was compromised by strong ideological positions (such as being 'a Marxist') and not by working closely with policymakers (which many of them chose to do). In other words, both groups charged the other with being less academically 'independent' and, therefore, less credible in research terms. The following interviewee reflected on this contrasting approach to influencing policy within the health inequalities research community: The above interviewee was unusual within the data because, even though s/he seemed sympathetic to the view that getting 'too close' to policymakers could diminish an academic's credibility amongst their peers, s/he later expressed a preference for working with policymakers. In most cases, interviewees who discussed this distinction were rather more dismissive of the alternative view. Whatever their beliefs about the desirability (or not) of having close connections with policymakers, nearly all interviewees at some point discussed the necessity (and difficulty) of trying to maintain credibility amongst research, policy and funding communities (the three overlapping circles in Figure 1 ). Indeed, it seemed that for many health inequalities researchers, providing policy advice entailed a careful balancing act.
It is important to note that this was not a division between academics preferring 'mode 1' (traditional) and 'mode 2' (applied) types of academic work, to use the terms coined by Gibbons and colleagues (1994) . Rather, all academic interviewees articulated some level of commitment to using their research to achieve policy and practical changes, either because they were strongly committed to reducing health inequalities or because they believed those in receipt of public funding had a duty to engage with non-academics (or both). Yet, interviewees often held opposing views about the most effective way of achieving change (which, to some extent, appeared to overlap with perceptions about the extent of change required).
In several cases, the above division appeared to be intertwined with the third identifiable division which involved disciplinary differences. Gieryn (1983) , is to increase one's own credibility and thereby the ability to influence others and gain access to resources (or, in Latour and Woolgar's (1986) terms, to move around the cycle of credit). Hence, whilst the first of the above two extracts implies medical experience provides health inequalities researchers with additional credibility, the second pejoratively frames medically qualified health inequalities researchers as 'failed doctors'. Similarly, whilst the first extract dismisses 'left-wing' researchers as 'freaky' individuals who are deliberately antagonistic, the second provides an empathetic account of 'left-wing' researchers struggling to achieve social change for moral reasons, in difficult circumstances. In addition to the contrasting perspectives concerning the utility (or not) of medical training for health inequalities research, some division was evident between researchers who expressed a strong preference for quantitative (preferably experimental) research and those who articulated a need for more (and better) interdisciplinary research, incorporating qualitative elements.
The multiple boundaries and divisions discussed in this section highlight the potential complexity of relationships between science and policy. Understood as 'boundary work', these intersecting divisions help explain why, as one policy advisor reflected, health inequalities researchers can find it difficult to stop 'fighting each other' and work collaboratively to provide unambiguous policy messages. It supports claims made by many of the interviewees working in policy settings that the health inequalities research community has so far failed to provide clear policy guidance, despite the existence of three government-commissioned reviews of evidence which provide quite consistent advice (see Bambra et al, 2011) . This further helps explain how and why research-informed ideas about health inequalities had been presented and interpreted in multiple ways.
(iii) The atomisation of policymaking
Having explored some of the factors shaping the construction and promotion of ideas about health inequalities within research, this section considers how the organisation of policymaking bodies influences the journeys of these research-informed ideas. As historical institutionalists (e.g. Immergut, 1998) have long demonstrated, the division of bureaucratic organisations into small, specific units of policy activity usually makes it extremely difficult for policymakers to engage with cross-cutting ideas that stretch beyond their immediate areas of responsibility.
Reflecting this, the interviewees' accounts consistently suggest that joined-up policymaking had been an illusive goal and that the location of responsibility for health inequalities with departments of health had consequently functioned to encourage the influence of ideas over which these departments had most control. In other words, the organisation of health inequalities policy actively served to encourage those ideas relating to health services and health promotion, whilst blocking ideas relating to broader policy areas. For example: Most interviewees (in research and policy) suggested that this atomisation meant that, even when research-based ideas had travelled successfully into a policy stream, there was little guarantee the idea would move beyond a particular vertical stream. This reflects existing observations that the organisational location of responsibility for reducing health inequalities has limited the influence of researchinformed ideas about the wider determinants of health (Exworthy and Hunter, 2011) .
Policy advisor (Scotland): 'I think the big problem for the health inequalities agenda, or one of the big problems, is the fact that it's in the Health

Department and it would much better if it was in a cross-cutting part of the Executive… because then it can relate to all the different departments, whereas at the moment it's seen to be an NHS agenda. […] And… it's seen in
Indeed, it is apparent from the interview data that policy atomisation not only functioned to block the influence of many cross-cutting, research-informed ideas but that it also impacted on the work that it was possible for researchers to undertake: Both the location of health inequalities within departments of health, and the sub-divisions within these departments (which largely centred on particular health problems, lifestyle-related risks, specific population groups and aspects of health services), are indicative of the institutionalistion of a medical model of health. In other words, as discursive institutionalists highlight (Schmidt, 2010) , institutions are themselves shaped around particular (often paradigmatic) ideas. Once ideas have been institutionalised, they can operate as policy filters, encouraging the influence of ideas which support this way of thinking whilst 'blocking' more challenging ones.
The above quotation reveals the self-perpetuating qualities of ideas once they have been institutionalised, with the speaker explaining how the institutionalisation of a medical model of health actively works to encourage research within this frame, whilst preventing research informed by more social or material models of health.
All this helps explain why ideas concerning upstream, social determinants of health and health inequalities (which were not institutionalised within health departments) may have struggled to move much beyond policy rhetoric, whilst ideas complementing a medical model of health (such as those concerning 'downstream', lifestyle factors, which were institutionalised within health departments) were able to influence policy, despite having far more limited research-support.
(iv) The 'market' of policy advice
The data suggest that micro-political (career) interests are as important within policy as research and that this helps explain why research-informed ideas may experience ongoing transformation as they move around policy contexts. Crucially, most policy-based interviewees suggested that, in addition to the horizontal policy divisions described in the previous section, there were important vertical divisions, particularly between ministers and civil servants. For example, five of the civil servants interviewed and three (of the four) interviewees who had held ministerial posts during the study period claimed these relationships were often strained and that ministers did not always trust the advice civil servants presented them with.
Moreover, it was clear that civil servants were just one of several potential sources of information for ministers, who often sought advice from political advisors and from individuals outside policy with whom they had personal and/or professional connections. This meant that, as several interviewees put it, providing advice to ministers (and other senior policymakers) involved competitively marketing ideas: The analysis presented in this section highlights how the career pressures facing civil servants may lead them to deliberately re-present research-informed ideas to ensure a better 'fit' with what they believed ministers were looking for, even when they have a very good understanding of the associated evidence (several of the interviews with civil servants reflected precisely this situation). This helps explain how research-informed ideas can travel into policy contexts and be well understood by civil servants, perhaps even well-regarded, without necessarily having much influence on ministerial decisions, or even on the advice civil servants give ministers.
Once again, the data in this section reveal why ideas tend to be translated as they move between actors, changing as the travel from one actor and context to another.
(v) Perceptions of the wider social and political context
In order to better understand why research-informed ideas about health inequalities were translated in ways which led to an emphasis on 'downstream' interventions and gradual side-lining of 'upstream' determinants, it is necessary to consider interviewees' perceptions of the social and political context in which they were operating. Most interviewees' perceptions were informed by a belief that there was a dearth of interest in health inequalities and a general disdain for policies aimed at reducing other kinds of inequalities. Overall, only eight of the 112 interviewees claimed there was any public appetite for more egalitarian policies and no-one claimed there was much media or political appetite for such policies. Moreover, as two senior civil servants in Wales explained, they (and their ministers) did not experience much lobbying in relation to health inequalities (in contrast, for example, to the lobbying that they experienced around tobacco and alcohol, from both public health and commercial actors). This is important as it suggests that interviewees perceived key research-informed ideas about health inequalities to be facing a hostile context in which they were unlikely to receive significant support; sentiments summed up by the following interviewee: Believing that the 'political context' was unfavourable to many researchinformed ideas about health inequalities, interviewees working in research and policy described pitching ideas to policy colleagues in ways which they felt would enhance (or at least not diminish) their survival. In this context, interviewees described both setting aside more challenging ideas in favour of providing 'more practical advice' and framing ideas in ways which made them appear less challenging (as discussed earlier). This further explains how research-informed ideas about health inequalities were able to travel into policy without stimulating the kinds of changes they had been associated with in research debates.
(vi) A lack of institutional memory and the re-cycling of ideas
Finally, the data reveal that the short-term nature of many policy posts, combined with the lack of a structural interface between research and policy, had enabled a situation in which very similar ideas could be continually re-considered.
Hence, several academic interviewees described feeling that researchers were 'reinventing the wheel' and being asked by policymakers to do 'the same bits of work over and over again.' This gave the impression that research was influencing policy to a much greater extent than it actually was.
Although it was clear that the academic interviewees who described this situation were frustrated by it, it was also clear that the pressure to obtain funding often dissuaded them from actively seeking to redress this problem (see Fuller, 2005 change. More positively, however, this situation also grants researchers and researchinformed ideas multiple opportunities to influence policy. As policy actors and contexts change, this may mean that research-informed ideas which have been previously unsuccessful in influencing policy are re-discovered.
Concluding Discussion
Taking health inequalities in the UK as a case study, this article began by arguing that it is ideas, rather than evidence, that form the appropriate unit of analysis for studying the relationship between research and public policy. This claim reflects both the growing interest in the role that ideas play within policy change (Béland and Cox, 2011; Schmidt, 2010; Blyth, 1997) , and aspects of the science studies literature (e.g. Knorr-Cetina, 1981; Latour and Woolgar, 1986 ). The distinction is important both because it draws attention both to the potential malleability of research-informed ideas as they move between actors and because it creates space for exploring interactions between research evidence, values, ethics and politics.
The article argues that an ideational approach which carefully traces and unpacks the construction and translation of research-informed ideas helps explain two 'puzzles' concerning the relationship between evidence and policy that have been widely commented upon within health inequalities debates. The first puzzle involves the persistent influence of research-informed ideas concerning 'downstream'
determinants (e.g. smoking, diet and alcohol) in health inequalities debates, despite a lack of support for these ideas amongst most health inequalities researchers and many of the individuals involved in constructing policy responses to health inequalities (Bambra et al, 2011; Popay, 2012) . This article explains this 'puzzle' via the decision to locate the policy responsibility for health inequalities with departments of health (see sub-section (iii)). This decision (which was taken across the UK) reflects the institutionalised of a medical model of health which assumes that the most important determinants of health inequalities lie within the health sector. As the article demonstrates, the organisational divisions within departments of health then worked to perpetuate this way of thinking about health, encouraging the influence of ideas that 'fitted' this model. To this extent, the findings reflect Schmidt's (2010) notion of 'discursive institutionalism', demonstrating how ideas shape the formation of institutions which, in turn, work to shape the formation of related ideas.
Crucially, however, the article goes beyond existing discussions of 'discursive institutionalism' to demonstrate how the influence of 'institutionalised ideas' can extend to shape the ideas that are constructed and promoted by academic researchers (see sub-section (i)). In part, this occurred because policy bodies represented important sources of funding for health inequalities research in the UK and were directly commissioning research to aid this way of approaching health inequalities.
However, health inequalities researchers also described trying to develop ideas that they felt would be welcomed by policy audiences (to increase their chances of securing future funding and influencing policy debates). Researchers' perceptions of both the institutionalisation of a medical model of health (see sub-sections (i) and (iii)) and a more broadly hostile environment, with limited public interest in health or related social and economic inequalities (see sub-section (v)), informed decisions not to work to promote some research-informed ideas to policy audiences. This represents an additional (rather more subtle) means via which ideas institutionalised within policy were shaping the ideas being constructed in research (i.e. policy was influencing research as well as the other way round).
The second 'puzzle' this article addresses is why the kinds of researchinformed ideas about health inequalities more widely supported by academic interviewees (concerning 'upstream', material determinants) were identifiable within policy settings, even though they had not stimulated the kinds of changes that might have been expected. This 'puzzle' is not so easily explained by a discursive institutionalist framework. Whilst the institutionalisation of a medical model of health, combined with researchers' perception of low public interest in inequalities, helps explain the failure of these kinds of ideas to stimulate policy change, it does not explain how or why these ideas were nonetheless easily identifiable in policy debates.
To understand this, the article suggests it is necessary to understand the accounts of researchers, policy advisors and civil servants, all of whom described reframing ideas about health inequalities in ways which they felt would increase their chances of survival in policy contexts and which would aid, or at least not directly threaten, their own credibility and career trajectories (see sub-sections (i) and (iv)). This involved emphasising aspects of ideas that complemented (or at least did not overtly challenge) existing policy directions, whilst omitting (or downplaying) more challenging aspects.
In other words, interviewees described deliberately imbuing more challenging research-informed ideas about health inequalities (notably those situated in a social model of health) with malleable qualities, particularly when promoting them to senior policy audiences. These mercurial qualities enabled such ideas to become (or appear) more compatible with 'institutionalised ideas', enhancing the chances that they would be given serious consideration in policy contexts. These ideas might be understood as 'chameleonic' in nature due to their ability to easily change in appearance, in ways which reflect their changing environment.
In addition, the data suggest that multiple divisions within the health inequalities research community and a lack of institutional memory within policy (see sub-sections (ii) and (vi)) have created opportunities for similar ideas to be interpreted in multiple ways by different actors. This further helps explain the potential for ideas to evolve in different contexts and enter policy debates in contrasting at different points in time times. All of this serves to highlight the complexity and the political nature of the relationship between science and public policy and the potential for ideas to be translated as they move.
In theoretical terms, this article suggests it may be helpful for scholars concerned with the relationship between research and policy to consider how the characteristics of research-informed ideas can work to enable, or disrupt, their potential journeys into policy. Whilst thinking about different 'levels' of ideas can (as the introduction outlines) be useful, the findings highlight how difficult it can be to delineate ideas as policy solutions from ideas as policy frames, as the two are often interlinked. These ideas are then situated within broader, overarching ideas or 'paradigms' (see Béland, 2005) .
Reflecting the claims of 'discursive institutionalism', the case study presented in this article suggests that ideas which fit within the parametres of 'institutionalised ideas' are most likely to travel easily from research into policy (even if they are not widely supported in research or policy). Moreover, the findings suggest researchers are encouraged (via funding opportunities) to produce research-informed ideas that reflect 'institutionalised ideas', highlighting the self-perpetuating nature of ideas once institutionalised. In addition, the article identifies a new idea type: 'chameleonic ideas', which exhibit malleable features that enable them to travel into policy, even if they challenge aspects of 'institutionalised ideas'. However, these same malleable qualities also work to limit the likely policy impact of these ideas as they adapt to, rather than challenge, overarching 'institutionalised ideas'.
It is argued both idea types may have broader application for scholars of the relationship between science and policy. However, it is also important to acknowledge that these two idea-types alone offer only limited explanatory potential for neither helps explain why significant policy change does sometimes occur. The aim of this article was not to set out a comprehensive typology of ideational characteristics but rather to demonstrate that identifying the characteristics of ideas may can be a fruitful line of analysis that can complement ideational approaches focusing on distinct 'levels' of ideas. It is hoped that future research can help further unpack and develop the characteristics of 'institutionalised' and 'chameleonic' ideas as well as identifying additional idea-types (see Smith, 2013) , including those that contribute to rather more significant policy change than has been evident for health inequalities.
